There are two questions: Is it correct to assume that in this case there was an intra-uterine amputation? And what treatment should be adopted? Owing to standing on one leg, there has developed a slight scoliosis. I favour making a smnall pillion splint and allowing the child to get about on that.
Discu88ion.-Mr. PAUL BERNARD ROTH said that this child had an excellent stump, and it could be made to bear all the weight of the body. He would give it an end-bearing bucket, with a temporary peg-leg; as the child grew, the peg could be unscrewed and a longer one substituted. When the child reached the age of 8 or 9, an artificial limb could be fitted. This should have a joint at each side of the knee, with a lacing leather support above the knee. He agreed with the President's view as to the manner of causation.
Dr. H. S. STANNUS asked whether, in such cases, the amputated limb became absorbed; were there any recorded cases of remains of limbs being found at birth.
The PRESIDENT (in reply) said an amputation of a limb might take place in utero. Dr. W. Hornsby, of Greenock, reported a definite case, in the Briti8h Medical Journal of 1926,1 in which a child had been born with a healed amputation and a very small macerated limb delivered with the placenta. The case was very important, because many embryologists to-day went so far as to say that there was no such occurrence as intra-uterine amputation.
In the Royal College of Surgeons of England there were many instances of congenital deformities of the extremities; No. 462 and No. 464 in that museum might be classified as true amputations in utero." In some cases there was an amputation of one limb, and a very definite scar across the fellow limb, showing the presence of some constricting agency. These cases pointed to the presence of such constricting agency rather than to a lack of development.
Mr. ERIC CROOK said he thought there would be trouble from " conical stump," and that re-amputation would become necessary.
The PRESIDENT (in further reply) said the stump was hard and firm, and there was not likely to be any trouble from it yet. It was bound to grow, and there might be a conical 3tump by the seventh year.
Compound Comminuted Fracture of the Vault of the Skull Three Years after the Injury.-CECIL P. G. WAKELEY, F.R.C.S. Leonard D., aged 8 years, was admitted to the Belgrave Hospital for Children in an unconscious condition, 19.3.28. He tried to run across the road and was not looking, and ran into a motor car, the door handle of which pierced his right frontal bone, and penetrated the brain. He was carried some distance by the car, and then fell down unconscious. On examination, there was a deep punctured wound just above the right eyebrow; out of this, brain substance oozed. The patient was in a shocked condition. Pulse 60. Stertorous breathing, 14 respirations per minute. Temperature 97*2.
No ancesthetic was necessary at the operation, a large semicircular flap was turned forwards, the supraorbital artery was secured. Portions of bone and scalp were removed from the frontal lobe of the brain. The superior orbital wall was comminuted. All fragments of bone were removed from the brain; the edges of the frontal bone were nibbled away until a smooth margin was obtained, and the scalp sutured with interrupted sutures. The wound healed well, and the boy was discharged a month afterwards.
Just fifteen months later, i.e. 11.6.29, the patient was again admitted in an unconscious condition, having been hit on the head with a cricket ball. The limbs were spastic, left greater than right, head and eyes turned to left. Lumbar puncture was performed, and 20 c.c. of 30% sodium chloride were given intravenously. The boy regained consciousness in about five hours. Two days afterwards he had no symptoms at all.
He was discharged 21.7.29. My colleague, Mr. Bishop Harman, examined the I Brit. Med. Journ., 1926, (i), 865. boy's eyes, and reported " no papillitis, but just a hint of pallor in right disc. Eye emmetropic. Optic tracts appear to have suffered no damage at all."
To-day, just over three years since his accident, he is very fit and well, and appears to have no trouble whatever. X-ray examination shows that the bony defect in the skull is getting smaller each year.
DicUss8ion.-The PRESIDENT said that there was no blood in the cerebrospinal fluid, but there was ecchymosis round the scar in the forehead, with hemorrhage into the conjunctiva and the retro-bulbar tissues. He thought that a severe contrecoup in the occipital lobe must have occurred, and that was why he asked Mr. Bishop Harman to see the boy.
A cricket ball hitting him in that way would have knocked him out if he had not had the defect in his skull. Children often showed wonderful powers of recovery. A child could have almost the whole of its frontal lobe occupied by a tumour, with very slight symptoms.
Bilateral Apophysitis of the Os Calcis.-CECIL P. G. WAKELEY, F.R.C.S. Peggy P., aged 11, was brought up to hospital two months ago, because her mother had noticed that she was walking badly, and a lump had formed on each of her heels. On examination, a hard lump can be felt on the outer side of the os calcis, on each side. It is about the size of an almond, is absolutely fixed, and is situated just to the outer side of the insertion of the tendo Achillis.
A skiagram reveals bilateral apophysitis and a bilateral os Versalianum tarsi. For some time she has been wearing boots, but the swellings have become larger, not smaller, and the X-rays show some fluffiness and fragmentation of the secondary epiphysis of the os calcis. I suggest that, in part at least, the apophysitis was responsible for these swellings. In Schlatter's disease, in which X-rays show little bony deformity, there is a tumour. I think this is epiphysitis, with fibrous excrescences on either side of the os calcis. I agree that the diagnosis is open to discussion. The important question is what we can do for the child. Even if we put her into sandals it would be difficult to keep them on, because of the proximity of the swellings to the posterior part of the heel.
Di8CU88ion.-Mr. PAUL BERNARD ROTH said that he disagreed with the diagnosis. He saw many cases in which there were swellings on the back of the heel; these were due to badly-fitting shoes, not to apophysitis. When properly-fitting shoes were supplied and the irritation was stopped, the swellings disappeared. Sometimes they appeared to be bony, but X-rays did not show them up; they were really fibrous callosities. The X-ray appearances in this child seemed to be normal; they did not correspond with those of apophysitis of the os calcis. In his cases there was fluffiness and enlargement in both directions; the fact of one of the epiphysial plates being in two pieces did not affect the matter at all; that was a normal state of affairs. The clinical sign was a painful limp. The present child did not seem to mind the lumps at all. For Sever's apophysitis the child must object to putting its heel to the ground, and there must be a thickening on both sides of the tendo Achillis, because apophysitis implied that the tendo Achillis had been torn away from its insertion; also the swelling must affect the whole of the back of the heel. In this case only the outer and upper part was involved.
He always treated these cases in the same way. First, he made the patient walk with slippers having no backs. If that was not possible, then part of the time they walked about barefoot. Failing that, they must have boots, but they must fit properly, and have soft backs. This child's boots were excellent, but they had very stiff counters, which would keep up the irritation. He suggested that the back stiffening should be taken away and something soft substituted. If these lines were followed out the swellings would disappear within three months.
The PRESIDENT (in reply) said that whatever might be the cause of the apophysitis, he had always looked upon the condition as similar to pseudo-coxalgia and Schlatter's disease. It had been saggested that it was due to an attenuated virus of the staphylococcic type. If that was
